Background
Methods
The monetary burden of human cysticercosis was estimated based on costs incurred by living with and treating epilepsy and severe chronic headaches associated with neurocysticercosis (NCC). The estimated cost of porcine cysticercosis took into consideration losses due to the reduction in the price of cysticercosis-infected animals. Epidemiologic and economic data were obtained from the published literature, government reports, and setting-specific questionnaires. Latin hypercube sampling methods were employed to sample the distributions of uncertain parameters and to estimate 95% credible regions (95% CRs). All results are reported in 2015 U.S.$.
Findings
The overall monetary burden associated with NCC morbidity was estimated at U.S. $215,775,056 (95% CR U.S.$109,309,560 -U.S.$361,924,224), with U.S.$436 (95% CR: U.S.$296 -U.S.$604) lost per patient. If loss of future years of income and productivity due to NCC-associated deaths was included, this value increased by U.S.$54.26 million, assuming that these individuals earned Mexico's median wage salary. An additional U.S. a1111111111 a1111111111 a1111111111 a1111111111 a1111111111
Introduction
Cysticercosis is a public health and agricultural problem caused by the larvae of the zoonotic cestode Taenia solium. Humans are the definitive hosts of T. solium, with adult tapeworms found in the intestines after ingestion of undercooked pork containing cysticerci. Infection with the adult stage of the parasite is known as taeniasis. Pigs acquire cysticercosis when ingesting eggs shed in the feces of humans with taeniasis. Porcine cysticercosis results in the development of cysts in the muscles, including the tongue, heart and diaphragm, the brain, and other organ systems [1] . When humans accidentally ingest eggs shed in the feces of an infected human, they develop larval cysts (cysticercosis) similar to infected pigs. Neurocysticercosis (NCC) occurs when T. solium cysticerci infect the central nervous system, which can result in symptoms such as epilepsy, severe chronic headaches, hydrocephalus, stroke, and dementia [2] .
Porcine cysticercosis and NCC have important economic consequences [3, 4] . NCC incurs direct and indirect costs. Direct costs include fees associated with medical services, diagnostic procedures, surgical interventions, prescribed chemotherapeutic treatment, hospitalization, and traditional therapies. Indirect costs are associated with loss of working days due to visits to a healthcare provider or hospitalization, loss of working days due to illness not requiring immediate medical attention, over-the-counter medication, loss of income due to reduced productivity, transportation to and from medical treatment, and time lost by the patient's family to take care of them or to accompany them to receive medical care [5] [6] . In pigs, cysticercosis can lead to partial or full condemnation of the carcass and economic losses in areas where meat is inspected [7] [8] . In some areas, pigs are evaluated for the presence of cysts in the tongue via palpation. The owner of a pig suspected of being infected with cysticercosis will usually receive a lower price for the animal or will be unable to sell the animal. NCC has been shown to result in a significant economic burden to people in Mexico requiring hospitalization [9] . However, no previous study has evaluated the burden of cysticercosis in Mexico incorporating both human and pig losses. Cysticercosis-associated monetary losses to both the human health and agricultural sectors have been evaluated in South Africa, Lao People's Democratic Republic, Cameroon, Tanzania, and India [3, 4, [10] [11] [12] . Studies are needed to estimate the burden of cysticercosis in endemic countries to facilitate comparisons with other locally important health conditions and to better prioritize disease control initiatives. The research presented here provides the first estimate of the monetary burden of human NCC-associated epilepsy and severe chronic headaches and porcine cysticercosis for the country of Mexico.
Materials and methods

Study area
Mexico is the third largest country in Latin America, with a 2015 population of almost 125 million and an annual population growth rate of 1.18% [13] . It is the eleventh most populous country in the world, with 21% of the population living in rural areas [13] . Traditional pig rearing practices in T. solium-endemic areas allow pigs to have access to human feces in open fields facilitating the completion of the T. solium life cycle [14, 15] . Confined pigs in yards next to dwellings may also have direct access to poorly maintained outdoor latrines [16] .
Estimation of the number of NCC cases with epilepsy and severe chronic headaches in Mexico
The exact number of NCC cases in Mexico is not known. The proportion of people with NCC who develop epilepsy, severe chronic headaches or other clinical manifestations is also unknown. Therefore, the numbers of cases of NCC-associated epilepsy and NCC-associated severe chronic headaches in 2015, in urban and rural areas of Mexico, were estimated based on the model used in [17] . Details on the epidemiologic parameters used to estimate the number of NCC cases with epilepsy and severe chronic headaches are provided as supporting information (S1 Supporting Information).
Treatment-seeking behavior of people with NCC in Mexico
People with NCC-associated epilepsy and severe chronic headaches were divided into two categories; 1) those who do not seek modern medical treatment, and 2) those who seek modern medical treatment. Modern medical treatment is defined as western medicine. These categories were further divided into sub-categories (see the next sections). Fig 1 depicts the treatment endpoints for Mexicans with NCC-associated epilepsy and severe chronic headaches. Literaturebased information on healthcare-seeking behavior and treatment gaps was used to estimate the number of people with NCC in each of the above groups. A setting-specific questionnaire was developed in Spanish in 2014 to obtain information not found in the published literature. The details of this setting-specific questionnaire are presented as supporting information (S2 Supporting Information).
the United Kingdom (U.K.) where the epilepsy treatment gap was reported at 2%, while the migraine treatment gap was 14% [19, 20] (Table 1) . People with NCC receiving modern medical treatment were further broken down into six sub-categories representing the highest level of care obtained; i) those who receive medical attention from a primary care provider, ii) those who receive medical attention from both a primary care provider and a traditional healer, iii) those who receive medical attention from a secondary care provider and are not hospitalized, iv) those who receive medical attention from a secondary care provider and are hospitalized, v) those who receive medical attention at a tertiary care hospital and are not hospitalized, and vi) those who receive medical attention at a tertiary care hospital and are hospitalized.
In Mexico, people with epilepsy or severe chronic headaches generally initially seek treatment at a primary care clinic. Hence, all NCC patients seeking modern care were assumed to have visited a primary care physician. A proportion of NCC patients seen at a primary care clinic are referred for further treatment at a higher care facility. For epilepsy patients in urban areas, data from a 2007 study conducted in Brazil and a 2010 study conducted in the U.K. were used due to a lack of published data from Mexico. The proportion was modeled as a uniform distribution between the U.K. study (23%) and the Brazilian study (59%) [21, 22] . Similarly, the proportion of people with severe chronic headaches referred to upper level care in urban areas was assumed to follow a uniform distribution between an estimate from a study of people with migraine conducted in Latin America in 2005 (8%) and a study conducted in the United States (U.S.) in 1993 (30%) [23, 24] . A 2003 U.S. study showed that urban physicians are twice as likely to refer people for upper level care on the suspicion of hereditary breast cancer compared to rural physicians [25] . Since referral data based on a rural versus urban setting are not available from Mexico, the proportions of cases of epilepsy and severe chronic headaches referred in urban areas were multiplied by 0.5 to obtain the proportion of cases in rural areas. Table 1 for information concerning the uncertainty distributions associated with the specific parameters. All data were stratified by rural/urban residence. Localities of 2,500 or more inhabitants were considered urban (UN 2010). The proportion of patients referred to a tertiary care hospital directly from a rural primary care clinic was based on questionnaire responses provided by physicians working in a primary care clinic in the state of Michoacán. The state of Michoacán was chosen since it is a known endemic area for cysticercosis and the authors had contacts within the local healthcare system and Ministry of Health that facilitated questionnaire distribution. The proportion of patients referred to a tertiary care hospital directly from a secondary care clinic was based on questionnaire responses provided by neurologists working in a secondary care clinic in Michoacán. The estimates were modeled as triangular distributions using the provided values for minimum, mode, and maximum. It was assumed that secondary care providers and tertiary hospitals are primarily located in urban areas; therefore, the proportions of patients that were referred to tertiary hospitals from secondary care clinics would be the same for both urban and rural areas.
The proportions of people with epilepsy or severe chronic headaches referred from a primary care provider to a secondary care provider, in rural areas, were estimated by subtracting the proportion of people referred to a tertiary care hospital from all referred patients with epilepsy and severe chronic headaches. Based on the assumption that the referral rate is double in urban areas, the values in rural areas were multiplied by two to estimate the proportions referred from primary to secondary care in urban areas.
People with NCC-associated epilepsy or severe chronic headaches not seeking modern medical treatment
It was assumed that some individuals with epilepsy or severe chronic headaches seek treatment exclusively from traditional healers. Questionnaire findings from employees at the Michoacán Office of the Ministry of Health estimated that an average of 23% (min: 0%, mode: 0%, max: 70%) and 26% (min: 0%, mode: 0%, max: 80%) of people with epilepsy and severe chronic headaches from rural areas, respectively, seek medical attention exclusively from traditional healers. Questionnaire findings are in line with a 2015 study conducted in rural Mexico where 33% of people with epilepsy sought treatment from traditional healers after their first seizure [26] . There was no literature to support the proportion of people with severe chronic headaches seeking treatment from traditional healers in Mexico. However, questionnaire findings are similar to those of a study conducted in rural and urban Taiwan where 24% of people with migraines sought treatment from practitioners of traditional Chinese medicine [27] . Triangular distributions using the minimum, mode, and maximum values from the questionnaires were used to estimate the number of NCC-associated epilepsy and severe chronic headaches cases seeking treatment solely from traditional healers in rural areas of Mexico. According to Hoeven et al. 2012, individuals residing in rural areas of South Africa were twice as likely to prefer treatment from a traditional healer compared to individuals residing in urban areas [28] . Since such data are not available from Mexico, the proportions of individuals with epilepsy and severe chronic headaches who seek medical attention exclusively from a traditional healer in rural areas were multiplied by 0.5 to obtain the proportions of individuals who seek medical attention exclusively from a traditional healer in urban areas. The numbers of NCC-associated epilepsy and severe chronic headaches cases seeking treatment solely from traditional healers were estimated by multiplying the number of NCC-associated epilepsy and NCC-associated severe chronic headaches cases in rural and urban areas by the proportion of people seeking treatment from traditional healers ( Table 1) .
The proportion of people with NCC-associated epilepsy or severe chronic headaches who do not receive any treatment was estimated by subtracting the proportion of people who only receive treatment from traditional healers from the proportion of people who do not seek modern medical treatment. These proportions were multiplied by the numbers of people with NCC-associated epilepsy and severe chronic headaches in rural and urban areas to obtain the respective numbers of people with NCC not receiving any form of treatment.
People with NCC-associated epilepsy or severe chronic headaches seeking both traditional and modern medical treatments
Questionnaire responses provided by employees of the Michoacán branch of Mexico's Ministry of Health were used to estimate the proportion of NCC patients seeking care from both modern and traditional medicine in rural areas (35% for epilepsy and 31% for severe chronic headaches; see S2 Supporting Information). The estimate provided is consistent with findings from a study conducted in the Rio Grande Valley of Texas where 44% of Mexican Americans were found to use alternative medicine in addition to modern medicine [29] . Based on the assumption that individuals residing in rural areas are twice as likely to prefer treatment from a traditional healer compared to individuals residing in urban areas, the above values were multiplied by 0.5 to estimate the proportion of people who seek medical attention from both a modern doctor and a traditional healer in urban areas.
Parameters associated with use of healthcare resources among NCC patients in Mexico
Parameters associated with the use of healthcare resources, including diagnostic testing and prescribed medications, by people with NCC-associated epilepsy and severe chronic headaches are provided as supporting information (S3 Supporting Information). For patients seeking care from primary care clinics, the frequency of doctor visits and prescribed medications were based on data provided by primary care physicians in Michoacán. For patients referred to secondary care clinics, the frequency of doctor visits, medications, diagnostic tests such as computed tomography (CT) scans and magnetic resonance imaging (MRI), and hospitalization were based on data provided by neurologists working at a secondary care clinic in Michoacán. Data on frequency of electroencephalogram (EEG) and cerebral spinal fluid (CSF) testing for people who received treatment at a secondary care clinic were not available from study questionnaires and were assumed the same as for people seen in tertiary care facilities.
For people referred to a higher level of care, a single consultation with a healthcare provider was attributed to the referring lower level facility or facilities. For patients referred to tertiary health care settings, the frequency of doctor visits, medications, hospitalizations, surgical intervention, and diagnostic tests, including CT scans, MRIs, CSF testing, EEGs, enzyme-linked immunoelectrotransfer blots (EITBs), and enzyme-linked immunosorbent assays (ELISAs) were based on the results of a recent study conducted in two tertiary care hospitals in Mexico City, Mexico [9] . It was assumed that all NCC-related surgical interventions were performed at a tertiary care facility. Patients with epilepsy and severe chronic headaches seeking care in primary and secondary care facilities were assumed to receive the same non-NCC specific medical treatment protocols received by people with epilepsy and severe chronic headaches treated in tertiary care hospitals [9] . The assumption was also made that general drugs used to treat epilepsy and severe chronic headaches were available in both urban and rural settings. However, since diagnostic tests, including CT, MRI, and serology, are not typically available at primary care clinics, it was assumed that antihelminthic treatment was only prescribed in secondary and tertiary care clinics. Data on length of hospitalization in a secondary care facility were not available from the questionnaires and hospital stay length was assumed the same as that observed for non-surgical cases hospitalized at a tertiary care facility.
People with epilepsy exclusively seeking traditional medicine were assumed to visit a healer 4 to 6 times per year. These values were chosen in light of available data from a cross-sectional study conducted in 2002 in India suggesting that individuals with epilepsy visited a traditional healer 1 to 8 times per year [30] . For severe chronic headaches, the number of visits was assumed to be only 2 to 3 times per year, due to lesser clinical severity. It was also assumed that the number of visits to a traditional healer would be less for those people who seek medical attention from both a modern doctor and a traditional healer (2 to 3 times and 1 to 2 times per year for people with epilepsy and severe chronic headaches, respectively).
Parameters associated with productivity losses in people with NCC Table 2 shows the parameters associated with productivity losses in people with NCC. Information on loss of working days due to NCC-associated epilepsy and severe chronic headaches among patients seeking medical attention at a primary care clinic was based on values provided by physicians at a primary care clinic in Michoacán. Information for patients seeking medical attention at tertiary care hospitals was based on a study conducted in a referral hospital in Mexico [9] . People seeking care in secondary healthcare facilities were assumed to lose 25% fewer working days than those pursuing care at tertiary care facilities. For cases not seeking modern medical treatment, productivity losses were based on values provided by employees of the Michoacán branch of Mexico's Ministry of Health.
Epidemiologic parameters for porcine cysticercosis
Epidemiologic parameters for porcine cysticercosis are presented in Table 3 . The number of pigs slaughtered in Mexico was obtained from the United States Department of Agriculture (USDA) Foreign Agricultural Service for the year 2015 [32] . Proportions of pigs slaughtered in federally inspected, municipal, and in-situ facilities were obtained for the year 2009 since this was the only year for which slaughter numbers were reported by facility type [33] . These proportions were then applied to the 2015 pig population. In-situ facilities are those without inspection, including home slaughtering. The prevalence of porcine cysticercosis was assumed lower in federally inspected and municipal facilities because most pigs slaughtered there would come from industrialized establishments. The prevalence of porcine cysticercosis at in-situ facilities was assumed to vary between 5% and 33% based on a study conducted in 13 villages located in the Sierra de Huautla region of Morelos, Mexico [14] . Due to limited data on porcine cysticercosis in pigs slaughtered in federally inspected and municipal facilities, the prevalence was assumed to be between 0 and 0.05%. This value seems reasonable when compared with a study conducted in Brazil from 2008 to 2013 where the prevalence of porcine cysticercosis in pigs reared under an intensive management system was 0.009% [34] . Table 4 contains the economic parameters used to estimate the monetary burden of cysticercosis in Mexico in 2015 U.S. dollars. Direct costs included fees associated with medical services, diagnostic procedures, surgical interventions, prescribed chemotherapeutic treatment, hospitalization, and traditional therapies. The cost of doctor visits, diagnostic techniques and tests, a one-day stay in the hospital, and surgery were obtained from the 2006 standardized tariffs for healthcare services in Mexico [35] . Year 2006 tariffs were used due to their availability to study personnel and the period when data collection had occurred among patients seeking care in two tertiary hospitals in Mexico City [36] . The costs of medications used by people with NCC were based on year 2006 prices obtained from several pharmacies in Mexico. All 2006 costs were converted to the 2015 value according to the general Consumer Price Index for Mexico [37] . The cost for a visit to a traditional healer to treat epilepsy or severe chronic headaches was based on the minimum, mode, and maximum values provided by employees of the Michoacán branch of the Ministry of Health who completed the questionnaire. Indirect costs included loss of working days due to visits to a healthcare provider, hospitalization or illness not requiring immediate medical attention, and loss of income due to reduced productivity. The 2015 median wage was applied to lost working days for those who were officially employed outside of the home in urban areas [38, 39] . According to the 2016 Mexico National Household Income and Expenditure Survey, urban households had an average income more than double that of the rural households [40] . Therefore, for those people who lived in rural areas and were officially employed outside of the home, half the urban median wage was applied. The 2015 minimum wage was applied to lost working days for those who were not employed outside of the home in both urban and rural areas [39] . To capture the productivity losses of the unemployed population, excluding retirees, the minimum wage approach was used where time lost was estimated at an 8-hour workday. The proportion of the population that was not economically active in 2015 was obtained from Mexico's Instituto Nacional de Estadistica y Geografia [31] . It was assumed that losses for a child less than 15 years of age would be the same as for an adult since a parent would need to take time off work or would lose productivity while caring for the child.
Human and pig economic parameters
Loss of future years of income and productivity, due to NCC-associated deaths, was calculated based on a 2012 study [17] . In 2012, NCC cases resulted in an estimated 7,062 years of . The average reduction in the price of a cysticercosis-infected pigs, regardless of slaughter location, was estimated at 20-30% of market value based on information from the only identified study of its kind, which was conducted in Africa [7] . A 2015 exchange rate of 16.51 Mexican pesos for 1 U.S. dollar was used for all estimates [43] .
Analysis
Economic losses due to NCC-associated epilepsy and severe chronic headaches, with 95% credible regions (95% CRs), were estimated using @Risk (Palisade Corporation, Ithaca, NY, version 5.7). Latin Hypercube sampling was used for uncertain parameters. The model was run for 20,000 iterations to achieve convergence. Uncertain epidemiologic and economic parameters were modeled using normal, uniform, and triangular distributions. Regression sensitivity analysis was conducted in @Risk by varying the value of each parameter to estimate its correlation to the total cost estimate. The relative values of the regression coefficients indicate which parameters had the greatest impact on the total cost estimate.
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Results
Nearly half a million people were estimated to suffer from NCC-associated epilepsy and severe chronic headaches in Mexico in 2015. Details on the number of cases according to their treatment patterns are shown in Table 5 .
Monetary losses incurred by people with NCC-associated epilepsy and severe chronic headaches who received modern medical treatment
The total estimated losses incurred by people with NCC-associated epilepsy and severe chronic headaches who received treatment at a primary care clinic was U.S.$51,735,344 (95% CR: U.S. 
Loss of future years of income and productivity due to NCC-associated deaths
Loss of future years of income and productivity due to NCC-associated deaths was estimated at U.S.$14.68 million, U.S.$54.26 million, and U.S.$126.22 million based on the minimum wage, median wage, and GDP per capita approaches, respectively.
Pig losses
Monetary losses associated with porcine cysticercosis were estimated at U.S.$19,507,171 (95% CR U.S.$5,734,782 -U.S.$35,913,487) in 2015. The monetary burden of cysticercosis in Mexico
Total economic losses
The total 2015 monetary losses associated with NCC-associated epilepsy and NCC-associated severe chronic headaches morbidity along with losses to the agriculture sector, was estimated to be U.S.$235,282,227 (95% CR U.S.$128,732,265 -U.S.$379,204,670), with U.S.$436 (95% CR: U.S.$296 -U.S.$604) lost per patient of which 60% was due to indirect costs. When loss of future years of income and productivity due to NCC-associated deaths based on the median wage approach was included, the estimate increased to U.S.$289,864,009 (95% CR U.S. $182,249,456 -U.S.$439,210,431).
Sensitivity analysis
Fig 2 shows how uncertain parameters influenced the total monetary burden estimate. Prevalence of epilepsy in 15-44 year-old males and females and number of working days lost due to untreated epilepsy were the three parameters with the greatest effect on the total cost estimate.
Discussion
This study is the first to estimate the monetary burden of cysticercosis incurred by people with NCC-associated epilepsy and severe chronic headaches, as well as pig-associated losses, in Mexico. Table 8 summarizes estimations of monetary losses due to T. solium cysticercosis in Mexico (the current study) and studies conducted in West Cameroon, the Eastern Cape Province of South Africa, and Tanzania [3, 4, 10] . The overall monetary burden reported in the current Mexican study was higher than what was reported in the South African, West Cameroon, and Tanzanian studies. However, these studies only accounted for the disease burden due to human NCC-associated epilepsy and pig The monetary burden of cysticercosis in Mexico losses and not for severe chronic headaches. When only NCC-associated epilepsy and pig losses are considered, the Mexico estimate falls to U.S.$186.2 million, which is still considerably higher than the previous estimates. However, the cost per epilepsy patient (U.S.$542) is similar to the estimate produced for South Africa and higher than the estimates for Cameroon and Tanzania. This may be due to lower salaries and treatment costs in Cameroon and Tanzania. Indeed, compared to Tanzania and West Cameroon, the cost of a visit to the hospital, doctor or traditional healer was higher in Mexico. Also, patients in South Africa and Mexico may have better access to diagnostic tests, such as CT and MRI, and surgical interventions compared to patients in Tanzania and Cameroon.
In the current study, the median wage was used to value productivity losses of all economically active individuals and Mexico's minimum wage was used to value productivity losses of all economically inactive individuals. The minimum wage approach was used since these individuals do contribute to society even though they are not formally employed outside of the home and make-up about forty percent of the population. In contrast, the South African study used three approaches (the mean wage approach, opportunistic cost approach, and the generalist replacement costs approach) to calculate productivity losses whereas the Cameroon and Tanzanian studies used the minimum and maximum salary and applied either a uniform or a gamma distribution. In the Mexican study, a large proportion (60%) of the total cost was related to indirect costs, which is in line with the conclusions of the South African, Cameroon, and Tanzanian studies. NCC patients with epilepsy symptoms incurred larger annual monetary losses than those with severe chronic headaches. This may be due to the higher costs associated with epilepsy drugs compared to drugs used to treat severe chronic headaches. Other reasons might be the higher frequency of doctor visits and additional working days lost compared to patients with severe chronic headaches. In contrast, hospitalized NCC patients with severe chronic headaches incurred larger per-person monetary losses than those with epilepsy. This was due to the lower number of patients with NCC-associated epilepsy who had surgery compared to the number with severe chronic headaches who had surgery. The annual monetary losses per untreated NCC-associated epilepsy or untreated NCC-associated severe chronic headaches case were higher than the annual losses for their counterparts who received treatment at a primary care clinic in Mexico. This was due to a greater number of lost working days for those people not receiving any form of treatment.
Based on the regression sensitivity analysis, the most influential parameters were prevalence of epilepsy in 15-44 year-olds and the number of working days lost due to untreated epilepsy. The epilepsy prevalence estimates were based on a single study that may not fully reflect the regional variation in epilepsy cases. Numbers of days lost due to untreated epilepsy were based on questionnaire responses obtained from people who worked in the Ministry of Health in Michoacán, with the obtained values having quite large ranges. Studies on the impact of NCC on productivity are needed for both treated and untreated individuals to refine estimates of disease burden.
Our study has some limitations. The model most likely overestimated the costs associated with people manifesting both epilepsy and severe chronic headaches since the model assumes that costs associated with these two conditions were additive, which is most likely not the case. However, the total estimated cost was most likely underestimated since only the NCC-associated clinical manifestations of epilepsy and severe chronic headaches were included. Other neurological manifestations of NCC, such as stroke and dementia may also carry a significant burden, but were not included due to the absence of valid frequency data. Costs associated with family members who may accompany adults with NCC to clinics or hospitals were also not included due to the absence of reliable data. Moreover, this study relied on responses provided by physicians working in primary care clinics, neurologists working in secondary and The monetary burden of cysticercosis in Mexico tertiary care clinics, and employees at the Office of the Ministry of Health in Michoacán. Since these values come from a single endemic region, they may not be applicable to the entire country. The uncertainty placed around these parameters and the findings of the sensitivity analysis suggest that additional studies about healthcare-seeking behavior and treatment gaps are needed. Burden of disease estimates, using the disability adjusted life year (DALY), not only consider losses due to morbidity, but also losses due to mortality. When monetized, these values appear to be substantial. However, it is difficult to ascertain the actual lost value to society for an individual, such as a rural manual laborer, whose position may be readily replaced by an able-bodied worker. It is also difficult to estimate the losses in revenue following retirement. Nonetheless, these estimates further support the fact that the cost of NCC in Mexico is still considerable.
Due to the absence of data evaluating how infection affects the cost of pigs that are not slaughtered in formal settings, it was assumed that there would be a reduction across all settings. This was also the assumption for the South African and Cameroon studies [6] . However, losses due to porcine cysticercosis in non-inspected facilities may be variable depending on whether or not there is suspicion of cysticercosis. If only losses in inspected pigs were assumed, pig-associated losses would decrease from U.S.$19,507,171 to U.S.$78,250.
It should be noted that this study only incorporated medical and agricultural costs. However, NCC also produces social impacts on an individual and community level that were not captured in the current study. For example, patients with epilepsy or severe chronic seizures are often stigmatized. Entire communities may also face stigmatization if they are known for producing infected pigs, thereby reducing the marketability of their animals. Therefore, the true societal burden is likely higher than that estimated by this study. On the other hand, it has been suggested that cysticercosis may be a diminishing problem in Mexico due to the implementation of control programs and improved living conditions [44] . Therefore, improvement in socioeconomic conditions may be resulting in decreasing numbers of infected humans and pigs, at least on a regional level.
This preliminarily estimate suggests that T. solium cysticercosis results in considerable monetary losses in Mexico even when compared to other diseases. For example, a study showed that the monetary burden of dengue in Mexico was U.S.$170 million in 2010. Although the estimated number of people affected by dengue was three times lower than the estimated number with cysticercosis, the cost was similar because surveillance and vector control accounted for 48.9% of the total economic burden of dengue [45] . In conclusion, this is a first study to estimate the monetary burden of cysticercosis in Mexico. The methodology developed here can be applied to estimate the monetary burden of cysticercosis in other regions in order to better prioritize disease control initiatives. 
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